INTRODUCTION AND OBJECTIVES: Postoperative perinephric fluid collections are common after pediatric renal transplantation (RT), and may be caused by clinical entities such as urinoma, hematoma, and lymphocele. These collections are usually monitored with serial ultrasounds. Size, etiology, extrinsic ureteral obstruction and/or the presence of symptoms dictate management. We hypothesized that these fluid collections rarely require intervention, and gain little benefit from close follow-up with imaging in the presence of stable clinical status (asymptomatic with stable renal function) and absence of hydronephrosis.
INTRODUCTION AND OBJECTIVES: Postoperative perinephric fluid collections are common after pediatric renal transplantation (RT), and may be caused by clinical entities such as urinoma, hematoma, and lymphocele. These collections are usually monitored with serial ultrasounds. Size, etiology, extrinsic ureteral obstruction and/or the presence of symptoms dictate management. We hypothesized that these fluid collections rarely require intervention, and gain little benefit from close follow-up with imaging in the presence of stable clinical status (asymptomatic with stable renal function) and absence of hydronephrosis.
METHODS: Retrospective review was performed of all children who underwent pediatric RT at our institution within the last five years (2010) (2011) (2012) (2013) (2014) and monitored at least 1 month postoperatively. Perinephric fluid collections on postoperative renal ultrasounds were measured in 3 axes and correlated with clinical parameters and symptomatology. Indicated interventions including image-guided drainage and surgery were captured.
RESULTS: 103 children underwent RT (59 deceased and 44 living-related donor) over this period, at a mean age of 10.6AE5.4 years. Only 37 patients (36%) had no peri-nephric collections on ultrasound at two weeks postoperatively. Sixty-six patients (64%) had fluid collections, 14 of which underwent intervention: 9 lymphoceles (8.7%), 3 infected hematomas (2.9%), and 2 urinomas (1.9%). Four patients with lymphoceles underwent laparoscopic marsupialization after failed drainage and/or sclerotherapy. The average fluid collection volume was 169 cm 3 ; 618 cm 3 in the intervention group compared to 46 cm 3 in those observed.
CONCLUSIONS: Peri-nephric fluid collections are common after pediatric renal transplantation, the majority of which do not require intervention. Larger volume fluid collections were associated with intervention and are usually secondary to lymphoceles.
Source of Funding: None.
MP74-11 ADVERSE EVENTS IN THERAPEUTIC PLASMA EXCHANGE USING FRESH-FROZEN PLASMA IN KIDNEY TRANSPLANT RECIPIENTS
Mitsuru Saito*, Takamitsu Inoue, Shintaro Narita, Atsushi Maeno, Hiroshi Tsuruta, Kazuyuki Numakura, Shigeru Satoh, Tomonori Habuchi, Akita, Japan INTRODUCTION AND OBJECTIVES: For successful kidney transplantation, patients who are at immunological high risk, such as those who have an ABO blood type incompatibility with the donor and/or who are positive for donor specific anti-HLA antibodies, should undergo apheresis therapy. For apheresis therapy, immunoadsorption, double filtration plasmapheresis (DFPP), or plasma exchange is often performed. Plasma exchange using fresh-frozen plasma (FFP) often causes unpleasant adverse events. However, there are few reports on the incidence and profile of adverse events during therapeutic plasma exchange in kidney transplant recipients.
METHODS: From April 2005, 53 kidney transplant recipients (including 6 preemptive cases) at immunological high risk were enrolled in this study. For desensitization, they underwent three or four sessions of apheresis therapy (two or three sessions of DFPP and one or two sessions of plasma exchange). They also received a single dose of rituximab at 200 mg/body 3 weeks before transplantation. The induction immunosuppressive therapy consisted of tacrolimus, mycophenolate mofetil, steroid, and basiliximab. All patients with antibody-mediated rejection (ABMR) received apheresis therapy (plasma exchange or DFPP), steroid pulse therapy, and administration of low-dose (100 mg/ kg) immunoglobulin intravenously for 3 to 5 days. Three liters of FFP equivalent to the total plasma volume in each patient was used during each session of plasma exchange. We evaluated adverse events during 88 sessions of plasma exchange (62 sessions, including 12 sessions combined with hemodialysis preoperatively, and 26 sessions for ABMR). Adverse events were evaluated by the Common Terminology Criteria for Adverse Events Version 4.0.
RESULTS: The incidence of adverse events was 83% (73/88). The principal events were pruritus 53% (47/88), numbness (hypocalcemic symptoms) 40% (35/88), urticaria 33% (29/88), chill 19% (17/88), nausea and vomiting 13% (11/88), mild dyspnea 5% (4/88), and mild hypotension 3% (3/88). Severe adverse events (grade 3 or over) were not recorded. The incidence of adverse events was significantly higher at pretransplantation than at posttransplantation (p < 0.001). No differences were found in the incidence of adverse events between preemptive cases and patients receiving maintenance dialysis. The incidence of numbness during plasma exchange was significantly less (p ¼ 0.009) in patients receiving combined hemodialysis than in those not receiving hemodialysis.
CONCLUSIONS: During therapeutic plasma exchange using FFP in kidney transplant recipients, pruritus, numbness, and urticaria commonly occur. In patients with chronic renal failure, plasma exchange combined hemodialysis may be useful to prevent numbness. The incidence and severity of adverse events during plasma exchange may be associated with kidney function. is a causative agent of BKV-associated nephropathy (BKVN) and hemorrhagic cystitis, which occur subsequent to the reactivation of BKV. Although the clinical implications of antibodies against BKV have not yet been clarified, intravenous immunoglobulin (IVIg), which is presumed to have significant neutralizing activity, may represent a promising approach for the control of BKV-associated diseases. The objective of this study was to measure anti-BKV antibody titer in an IVIg preparation as well as in renal transplant recipients and to examine its significance as a clinical marker.
Source of Funding: None
METHODS: Three IVIg products derived from donated blood samples in Japan as well as clinical samples from 45 recipients of kidney transplants at Akita University Hospital were used for evaluation of neutralizing titers and antibody titers. A reliable method of measurement using the human lung (carcinoma) cell line A549 and the Gardner strain of BKV was established to quantitatively determine neutralizing activity. Antibody titers in the samples were evaluated by neutralizing capacity and binding capacity, using enzyme-linked immunosorbent assays.
RESULTS: The mean neutralizing titer against BKV was 2,687-fold (AE558) higher in pooled plasma and 12,014-fold (AE2,145) higher in IVIg products concentrated from pooled plasma. Stable high antibody titers of all IVIgs were found against BKV subtype I/c, which Vol. 197, No. 4S, Supplement, Monday, May 15, 2017 THE JOURNAL OF UROLOGY â e999 is the major subtype in Japan. In contrast, the antibody titers among the renal transplant recipients differed, and recipients who had BKVN showed a particular tendency to have low antibody titers before surgery. CONCLUSIONS: IVIg products derived from more than 10,000 lots of plasma exhibited significant neutralizing activity against BKV, and the neutralizing titers were stable for more than 10 years without appreciable change. Anti-BKV antibody titers of kidney transplant recipients might be a useful clinical marker for a potential risk of BKVN.

MP74-13
ASSOCIATON OF PCK2 GENE POLYMORPHISM WITH IMPAIRED GLUCOSE TOLERANCE AFTER KIDNEY TRANSPLANTATION Naoki Yokoyama*, Teruyuki Oda, Satoshi Ogawa, Takeshi Ishimura, Masato Fujisawa, Kobe, Japan INTRODUCTION AND OBJECTIVES: New-onset diabetes mellitus after kidney transplantation (NODAT) is known to be a risk factor for deterioration of graft function and may also cause various fatal complications, including cardiovascular disease after kidney transplantation (KTx). In this study, we focused on genes encoding proteins responsible for the glucose metabolism and determined their single-nucleotide polymorphisms (SNPs). We also examined the correlation between these SNPs and glucose intolerance after KTx.
METHODS: This study included 38 patients who underwent KTx at Kobe University Hospital and had normal glucose tolerance prior to KTx. We defined patients with plasma glucose level higher than 140mg/dl at 120 minutes in 75g OGTT at 1 year after KTx as new-onset impaired glucose tolerance (NIGT). We identified 8 SNPs in 7 genes, including, GLUT2 and PCK2, which are involved in glucose metabolism in the liver, as well as IGF2BP2, CDKN2A/B, HHEX and SLC30A8, CDKAL1 which are associated with glucose metabolism in other tissues. We compared the prevalence rate of NIGT among SNPs in each gene.
RESULTS: Out of 38 patients included in this study, 11 patients (28.9%) were diagnosed as NIGT. There was no difference in genotype distribution between transplant and Japanese population samples concerning 8 SNPs in 7 genes. As for rs4982856 in PCK2 gene, the distribution of genotype was, T/T: 11 (28.9 %), T/C: 23 (60.5 %), C/C: 4 (10.5 %) as a whole (table 1) . Seven patients out of 11 patients with NIGT had T/T genotype of rs4982856, while only 5 patients out of 27 patients with normal glucose tolerance had T/T genotype of rs4982856. The T allele frequency of the rs4982856 was significantly higher in NIGT than in normal group (81.8 vs. 52.8 %, respectively; p ¼ 0.015; Table 2 ). Other SNPs were not associated with the risk of glucose intolerance.
CONCLUSIONS: Our study indicates that T allele of the rs4982856 in PCK2 gene may be the risk factor for impaired glucose tolerance after kidney transplantation. 
Source of
INTRODUCTION AND OBJECTIVES:
Chronic kidney pain can be debilitating for patients and frustrating for physicians due to a lack of consensus evaluation or treatment. Chronic narcotics are commonly used with multiple untoward effects often without satisfactory resolution of pain. The celiac plexus provides sensory innervation to multiple intraabdominal organs, including the kidneys. Alleviation of chronic renal pain can be achieved with celiac block, but this is often short-lived. Skeletonizing the renal artery, auto-transplantation and nephrectomy have all been used as lastditch efforts for relief. We seek here to introduce a practice pattern whereby patients in whom auto-transplant or nephrectomy is considered first undergo celiac block and, if successful, then undergo definitive management.
METHODS: Six patients were retrospectively identified who were considered for auto-transplant for various indications including ureteral stricture disease, chronic pain, and renal vascular disease. A single surgeon performed all procedures. Ultimately, celiac block was
